Purpose: Bile duct adenomas are an extremely rare entity with only a few reported cases in the literature and limited knowledge about its natural progression. We present a case of common bile duct (CBD) adenoma which was treated endoscopically with snare polypectomy and Argon Plasma Coagulation (APC). An 8� years old man presented with symptoms of cholangitis. Laboratory values were as follow: Total Bilirubin 6.0 mg/dL, Direct Bilirubin 4.6 mg/dL, AST 87, ALT 69 and Alkaline Phosphatase 157 �/L. �ndoscopic retrograde cholangiopancreatography (�RCP) was performed and revealed a ��lling defect in distal CBD immediately proximal to the papilla. Sphincterotomy was done, balloon sweeps were performed, sludge was removed; however, the ��lling defect persisted for which biliary stent was placed. Six weeks later �RCP was repeated and cholangiogram revealed ��lling defect in distal CBD measuring 15 mm. Balloon sweep revealed a distal CBD polyp which was prolapsing out of the duct through the papilla and into the duodenum when the balloon was positioned immediately proximal to the papilla. Piecemeal partial removal of the polyp was performed using snare within the CBD and the sample was sent for histopathology which showed tubulovillous adenoma with no signs of dysplasia. Residual ��lling defect persisted. A stent was placed and good biliary drainage was noted. Surgical consultation was sought for a possible surgical removal of the polyp, however, the patient was considered a poor surgical candidate due to his multiple co-morbidities and it was decided to repeat �RCP with polypectomy. �RCP after 8 weeks showed ��xed distal CBD ��lling defect consistent with residual polyp. Spy glass choledochoscopy was attempted ��rst, however, because of the location of the polyp immediately proximal to the papilla the procedure was suboptimal in visualizing the lesion. Subsequently, choledochoscopy was performed using forward view gastroscope and the residual polyp tissue was identi��ed, removed with snare and ablated with APC under direct visualization. Subsequent cholangiogram showed no ��lling defect and a biliary stent was placed after APC therapy to maintain drainage. Stent was removed eight weeks later and cholangiogram revealed normal examination of distal CBD with no evidence of residual polyp or any ��lling defects. At one year follow up the patient was asymptomatic and had normal liver enzymes. This case illustrates that a combination of snare polypectomy and APC is a reasonable palliative therapy for patients who are not surgical candidates due to other co-morbidities. This approach is also cost e��ective as it not only relieves the biliary obstruction but also obviates the need for multiple �RCPs.
Unusual Presentation of Mantle Cell Lymphoma of Gastrointestinal Tract
Venkata Gourineni, MD, Kevin O'keefe, MD, Ramnath Hebbar, MD, George Abdelsayed, MD, FACG, Pietro Andres, MD. Bridgeport Hospital, Bridgeport, CT. Purpose: A 65 year old man presented to the hospital because of abdominal pain. The patient developed abdominal pain two days prior to presentation, most severe in right lower quadrant which was intermittent, spasmodic and non radiating in nature. The patient also had night sweats, weight loss of about 15 pounds associated with loose stools over last � months. The abdominal examination revealed mild tenderness in the right lower quadrant but no organomegaly and guarding. Computed tomography (CT) of the abdomen revealed mesenteric lymphadenopathy and radiological ��ndings suggestive of Ileo colonic intussusception. Subsequently, a colonoscopy done showed a di��use area of severely nodular mucosa in the entire colon and a small bowel lesion appeared to be causing intussusception of the ileum into the ascending colon (Figure) . Biopsy of this mass showed immuno phenotypic features consistent with CD5-negative mantle cell lymphoma. He was treated With Rituximab and hyper CVAD (cyclophosphamide, vincristine, doxorubicin and dexamethasone) for eight cycles alternating with a cycle of methotrexate and Cytarabine. CT abdomen and pelvis done at six weeks con��rmed resolution of the entire disease and a colonoscopy at eight weeks showed normal appearing ileum. Discussion: Involvement of the gastrointestinal tract in MCL is seen up to �0% to �0% of the cases. MCL can involve any region of the gastrointestinal tract. The most commonly seen endoscopic ��nding of mantle cell lymphoma involving the gastrointestinal tract is "multiple lymphomatous polyposis", characterized by multiple polypoid lesions involving the gastrointestinal tract. This case presents with a rare complication that occurred secondary to mantle cell lymphoma involving the gastrointestinal tract. So far, a very few cases of mantle cell lymphoma presenting with intussusception have been reported.
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Bariatric Surgery Results in hypertension Refractory to Oral Medications
Leen Al-Sayyed, MD, Bianca Afonso, MD, F. Otis Stephen, MD. Gastroenterology, University of Arizona, Tucson, AZ.
Purpose: Background: The altered intestinal anatomy and physiology from bariatric surgery present a number of potential challenges for gastroenterologists, including anastomotic strictures, stomal ulcers and malabsorptive syndromes. Oral medications are occasionally less e��ective due to subsequent malabsorption or altered intestinal transit time. We report an unusual medical complication due to anatomical changes after Roux-�n-Y surgery. Case: A 45 year-old male was admitted to our institution with refractory hypertension complicated by a stroke. Prior history included hypertension, dyslipidemia, and morbid obesity that was managed by a Roux-�n-Y gastric bypass � years earlier. Since the surgery, his blood pressure control worsened, requiring multiple hospitalizations for malignant hypertension. All secondary causes of hypertension were excluded. Since he did not respond to various di��erent classes of anti-hypertensives administered orally, but did respond to intravenous medications, malabsorption of medications was considered. However, his blood pressure was easily controlled with medications when administered via a nasogastric tube. �sophagogastroduodenoscopy was performed to assess this phenomenon, and revealed a small blind pouch contained within the gastric pouch, a normal gastro-jejunal anastomosis and a patent e��erent limb. Water flushed into the pouch was retained within the blind pouch rather than flowing through the e��erent limb (Image 1), suggesting that the blind pouch was acting as a reservoir for pills with subsequent delay in medication transmission through the GI tract. Small bowel biopsies revealed no mucosal disorders. A jejunal feeding tube was placed surgically to bypass the gastric pouch and resulted in excellent blood pressure control.
[1034] Figure 2 Ileo colonic intussusception.
